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Abstract
Community-Based Participatory Research (CBPR) is an effective strategy to promote action
research regarding health and substance use issues. The London-based Centre for Ethnicity and
Health’s CBPR model was replicated in Belgium to study substance use and service utilisation in
Bulgarian, Slovakian and Turkish communities in the city of Ghent. This article focuses on the
implementation of the CBPR model, challenges and adaptions linked to the Belgian context. In
this paper, we describe the study design and actors involved, namely (1) community
organisations, (2) the community advisory board and (3) community researchers. Furthermore,
we focus on the challenges and pitfalls of the CBPR method and its implications, including (1)
community collaboration, (2) co-ethnic researchers, (3) characteristics of the respondents and
(4) empowerment of the respective communities. We conclude by discussing potential
pathways for future CBPR in the field of substance use and service utilisation among migrants
and ethnic minorities.
Keywords
Drugs, alcohol, qualitative research, migrants,
ethnic minorities, Turkish, Eastern
European
History
Received 3 May 2016
Revised 3 January 2017
Accepted 11 January 2017
Community-Based Participatory Research (CBPR)
Participatory research is an umbrella term for a wide range of
research methods, including CBPR. Historically, it can be
traced back to Lewin’s utilisation-focused action research
(1946) and Paulo Freire’s emancipatory research (1970), and
more recently to self-determination and sovereignty move-
ments of indigenous peoples and ethnic minorities in the US,
New Zealand, Canada (Cargo & Mercer, 2008) and UK
(Fountain & Hicks, 2010). Participatory research aims at the
formation of partnerships between academics and those who
will utilise and benefit from the results of research to effect
change (Salsberg et al., 2015). It aims at increasing the
relevance of the research questions, creates a potential for
effective knowledge translation and leads to the faster uptake
of evidence in practice.
CBPR is a research and engagement model developed to
tackle health disparities in disadvantaged groups by installing
equitable partnerships between academic and community
based partners (Belone et al., 2014; Bogart & Uyeda, 2009;
Israel, Schulz, Parker, & Becker, 2001; Israel et al., 2010;
Krieger, 2012). It is a conceptual model for bridging evidence
with policy-making (Cacari-Stone, Wallerstein, Garcia, &
Minkler, 2014; Fountain, Patel, & Buffin, 2007; Minkler,
Vasquez, Tajik, & Petersen, 2008). Israel, Schulz, Parker, &
Becker (1998) designated following characteristics to CBPR:
it is participatory; cooperative, engaging community members
and researchers in a joint process to which each partner
contributes equally; a co-learning process; an empowering
process through which participants can increase control over
their lives; it involves system development and local capacity
building and achieves a balance between research and action.
Conjointly, community involvement aims at building com-
munity capacity and increases the likelihood of future
sustainable interventions such as prevention initiatives
through existing social organisations and community struc-
tures (Bogart & Uyeda, 2009; Wallerstein & Duran, 2010),
while the engagement model is directed at equality of access,
experience and outcomes (Fountain & Hicks, 2010).
An extensive literature review of CBPR projects by Cargo
and Mercer (2008) revealed that these participatory research
designs have contributed significantly to bridging the gap
between scientific requirements and standards on the one
hand, and social as well as cultural validity on the other.
Participatory research has proven its value specifically for (1)
illuminating prevalence rates of health problems; (2) iden-
tifying needs and priorities of diverse communities of interest;
and (3) establishing causal associations between behavioural
risk factors, social and environmental risk conditions, and the
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health status of vulnerable populations (Cargo & Mercer,
2008). Furthermore, using methods to promote involvement,
consultation, participation and engagement of migrants and
ethnic minorities, not limited to key figures, offers useful
insights into their specific needs, supports capacity building
and increases knowledge and consciousness about substance
use (Fountain & Hicks, 2010).
In the context of health research, empowerment and
agency have been quoted to resolve the mystery of the health
gradient (Syme, 2004). Syme (2004) poses that poverty and
lower education cannot be the only determinants of worse
health status, but that control over one’s destiny – agency –
may have a much larger impact on individuals’ health status
than just focussing on income and education level. Similarly,
Pie´rart et al. (2008) state that diagnosing the health situation
in close collaboration with deprived communities, does not
only form the basis for resolving the situation, but the
resolution process is already started by tackling one of the
possible determinants of unequal health status: empower-
ment and agency. This conceptualisation of empowerment
first arose in English language publications (Perkins &
Zimmerman, 1995), where the idea of community and
individual agency is strongly embedded in societal values
which are inevitably linked with a smaller role for state
intervention in the social sector when compared to most
European countries.
Local needs assessments in the tradition of rapid assess-
ment and participatory action research prove to be useful in
assessing and addressing specific needs in harm reduction and
substance abuse treatment (Castro & Alarco´n, 2002). These
methods have paved the way for grounded and specific
interventions that reach target groups through the knowledge
gained about specific needs in communities as well as about
pitfalls in working with these communities. In assessing needs
and tailoring interventions, it should be underlined that not all
migrants and ethnic minorities have the same needs and that
even tailored interventions are not likely to have the same
effect on all individual group members (Sloboda, Glantz, &
Tarter, 2012).
Studying substance use and service utilisation in
migrants and ethnic minorities
Substance use and service utilisation among migrants and
ethnic minorities have hardly been studied in Belgium and
other European countries (Derluyn et al., 2008). Moreover,
available studies have often led to conflicting findings due to
substantial international differences in migration and sub-
stance use patterns. Since the reported treatment gap in
alcohol and drug treatment is often even bigger for persons
with a migration or ethnic minority background (Marmot,
2016), we applied a CBPR design for a qualitative, explora-
tory study of substance use and service utilisation in Eastern
European (Bulgarian and Slovakian) and Turkish commu-
nities in Ghent, Belgium. Previously, we have studied
quantitative differences in client characteristics and service
utilisation between ‘‘Belgian’’ and ‘‘non-Belgian’’ service
users based on treatment utilisation data (Derluyn et al.,
2008). However, because the ‘‘non-Belgian’’ population was
relatively small and largely heterogeneous, the relevance of
the study findings was limited for policymakers and practi-
tioners. The underlying rationale of applying CBPR in the
current study was not only to study the nature and patterns of
use and barriers to treatment services in migrants and ethnic
minorities, but also to increase the understanding of service
planners, commissioners and providers about segments of
the population they serve (Fountain et al., 2004, 2007).
Furthermore, we have defined the target population as
‘‘migrants and ethnic minorities’’ to highlight the emphasis
on both individual aspects of having a migration background
(e.g. acculturative stress, language difficulties) and collective
aspects of belonging to an ethnic minority (e.g. ethnic
identity, ethnic conformity pressure) and being perceived as
such (e.g. perceived discrimination, reactive identity) (De
Kock, Decorte, Vanderplasschen, Derluyn, & Sacco, 2017).
Also, this allows us to include and study people with a
migration background who no longer have the nationality of
the country of origin, or a double nationality. This is
important because these differing identity levels have differ-
ing effects on mental health and substance use as well as on
the perception of available treatment possibilities (Ikram
et al., 2016).
Substance use is said to be unacknowledged, ignored,
unrecognised or hidden amongst some groups of migrants and
ethnic minorities, as well as by policymakers, service planners
and commissioners in the European Union (Fountain et al.,
2004). Substance use services are perceived to be less access-
ible or are even unknown among some groups. Also in
Belgium, professionals working in these services indicate
significant differences in the prevalence and nature of substance
use among migrants and ethnic minorities (Tieberghien &
Decorte, 2008; Vandevelde, Vanderplasschen, & Broekaert,
2003).
Still, research on this topic is rather scarce for various
reasons. First, treatment facilities only collect dispersed
information on the migration background of their clients,
which hinders aggregated, quantitative analyses of the
phenomenon. Second, some communities are difficult to
access for researchers because they are closed communities
that are predominantly organised around their own group or
needs rather than being integrated in the wider society. Also,
substance use is a taboo topic in the general population, as
well as – and probably even more – among migrants and
ethnic minorities. Furthermore, variables such as ‘‘ethnic
background’’ (nationality, country of birth, parents’ country
of birth) and substance use (primary substance, substance
dependence, number of days used) are often operationalised
differently across studies which hinders comparative and
longitudinal analyses. Consequently, this type of research so
far has led to little or no change or improvement, neither in
local service provision, nor in ethnic minorities (Belone et al.,
2014; Bogart & Uyeda, 2009; Fountain et al., 2004).
The current research project conducted an in-depth
analysis of the nature and patterns of substance use and
service utilisation in two ethnic minority groups: the Eastern
European (Bulgarian and Slovakian) and Turkish community
in Ghent, Belgium. Within this project we also studied
Congolese substance users in Brussels as well as asylum
seekers, refugees and undocumented migrants. However,
these populations are not included in this paper as they
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display substantial differences in terms of age, location and
nationality which hinders any comparative analysis. Also, the
Turkish and Eastern European target groups were conjointly
studied in the city of Ghent. Consequently, the aim of this
paper was to study facilitating and debilitating factors when
implementing the CBPR methodology to study patterns of
substance use and barriers to treatment in the Turkish and
Eastern European community in Ghent.
The study sample consists of 117 substance users who
described themselves (Bhopal, 2004) as having on of these
specific migration backgrounds, and seven family members of
users with a Turkish migration background. We administered
semi-structured interviews to understand individual, interper-
sonal, organisational and social determinants and various
social mechanisms underlying substance use and service
utilisation. The topics of the interview guide were: personal
substance use, substance use in the community, ethnic
identity, aid, migration background, family, beliefs and
religion, neighbourhood and leisure time (the full interview
guide is available upon request to the first author). The
research questions were addressed by applying a CBPR-model
throughout the project and study methodology. This model
implies that the research questions as well as the interview
guide were refined in close collaboration with the respective
communities and data collection was carried out by commu-
nity researchers. The study design was approved by the
Ethical Board of the Faculty of Law at Ghent University. The
project phases are described in Table 1.
The Turkish and Eastern European communities were
chosen because they are the largest groups of migrants and
ethnic minorities in the municipality of Ghent. In 2014, over
42% of the Ghent population (248,834 inhabitants) consisted
of people with a migration background. Their current or first
nationality is not Belgian or the first nationality of one of the
parents is not Belgian. More than 12% of the population did
not possess the Belgian nationality (Laban, 2015), including
156 different nationalities. In total, 10.5% of the Ghent
population is of Turkish origin and 1.7% has the Turkish
nationality (Laban, 2015). The remainder of inhabitants with
a Turkish migration background possesses both the Belgian
and Turkish nationality or the Belgian nationality only. In
addition, 2.7% of the Ghent population has the Bulgarian
nationality, while 0.7% is Slovakian (Laban, 2015).
The focus of this study is on the Turkish and Bulgarian
community in Ghent, because they exhibit some commonal-
ities like the neighbourhood where they are studied and the
historical backgrounds of both minorities. Still, both groups
display some significant differences such as the reasons for
migration, migration history and embeddedness in the urban
context of Ghent.
Implementing CBPR
In the current study, we applied the CBPR model as
developed by the Centre for Ethnicity and Health in London
(Fountain et al., 2007). The PADUMI (Patterns of Drug Use
among [ethnic and cultural] Minorities) study design was
based on the interplay of four intertwined research partners,
one per target population: an academic researcher (referred to
as project assistant in what follows), an (ethnic) community
organisation, at least 10 community researchers per target
population and a community advisory board. The character-
istics of the project assistants (first and second author) can be
found in Table 2. The fourth author was the coordinator of the
project, assisted by the first author.
The objectives of the applied model (Fountain et al., 2007)
are in line with the commonly accepted principles in the
CBPR literature (Cacari-Stone et al., 2014; Israel et al., 2010;
Lantz, Viruell-Fuentes, Israel, Softley, & Guzman, 2001):
raising awareness of community members; reducing the
community’s stigma; capacity building within the commu-
nity; increasing the trust of the community; and involving
local service planners.
Although the Centre for Ethnicity and Health’s model was
used as a blueprint for our study design, the execution of the
project in Ghent differed substantially from the original. The
principal difference was the scale of both projects: the UK
study reached over 2000 substance users from 30 target
groups and 47 geographical locations (Fountain et al., 2004),
while the Belgian study reached 247 respondents (including
240 substance users and seven family members of substance
users) from four different communities in three urban areas
(of which 124 with a Turkish or Eastern European migration
background). Second, the UK and Belgium differ substan-
tially regarding the organisation of social welfare services and
community involvement of migrants and ethnic minorities.
The UK is characterised by some long established ethnic
community organisations, as the backbone of the British
model of multiculturalism (Vertovec, 2007: 28). In Belgium,
such organisations are to a lesser extent structurally
embedded, less organised and not recognised as liaisons
between specific ethnic minority groups and local or regional
governments. For example, the Bulgarian and Slovakian
minorities in Ghent are barely organised and represented in
Table 1. CBPR project phases.
Project phase Time frame
1: Literature review Three months
2: Recruitment of community organisations
and forming community advisory board
Two months
3: Recruitment and training of community
researchers
Two months
4: Data collection and follow up of community
researchers
Five months
5: Data analysis and report writing Two months
6: Dissemination via community advisory
board
One month
Table 2. Characteristics of the project assistants.
Turkish case Female, 30 years old, full-time employed
in the project (coordinating cases),
highly educated, five years practice-
oriented research experience, Belgian
nationality, resident of Ghent
municipality
Eastern European case Female, 32 years old, half-time employed
in the project, highly educated, four
years practice-oriented research
experience, Belgian nationality, resi-
dent of a Ghent municipality borough
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community organisations. The few existing organisations
are mostly centred around cultural or religious activities
specific to the Bulgarian and Slovakian communities, and
are fully dependent on social funding and volunteers.
Consequently, their continuity is rather uncertain and not
stably embedded, let alone their functioning as a connection
between governments and minorities. Taking these factors
into account, their capacity, presence and impact in the
communities and for their members is comparatively
minimal and limited to cultural or religious initiatives on
a rather irregular basis.
Community organisations
The main goal of working with community organisations was
for the research to be embedded in the communities, instead
of solely be based in an academic context. Furthermore, this
approach aimed at realising a bottom-up approach in each
phase of the research process.
The project assistants joined forces with two community
organisations for the Turkish community (i.e. iwlp FZO-vl
and iwlp CDF) and with one for the Eastern European
communities (i.e. iwlp Opre Roma). These organisations were
identified through personal contacts, stakeholders and pro-
fessionals with expertise in working with migrants and ethnic
minorities. The organisations were selected on the basis of (1)
realising a substantial amount of their total work load with
or on behalf of the respective communities, (2) being able
to recruit at least 10 community researchers, (3) having
access to members of the respective communities and (4)
being able to secure the support of and engage with
key service planners and providers. Each community organ-
isation included a project manager who took overall respon-
sibility for managing their organisation’s participation in this
project.
The involvement of the community organisations in the
Turkish and Eastern European communities was divergent.
The Turkish community organisations introduced the
research to their members and spread it around via email
and their website. They helped to find community
researchers for the study in the Turkish as well as for the
Eastern European community, and provided a venue for the
training sessions. The Eastern European community organ-
isation, however, was less involved in the research project
for multiple reasons. First, the process of finding a
Bulgarian and/or Slovakian organisation was challenging,
since there are only few of these organisations and they are
difficult to get in touch with. Furthermore, existing
organisations are centred around cultural or religious
activities and do not want to be associated with research
concerning substance use, as substance use has a negative
connotation within the Bulgarian and Slovakian community.
Consequently, the Eastern European community organisa-
tion was involved at a later stage of the project, namely
when the community researchers were already trained and
had already started data collection. This also shows that
people with an Eastern European migration background,
who migrated to Ghent since the 1990s, are less organised
and structurally embedded than the Turkish community, that
was established in the 1950s.
Community researchers
Each community organisation was required to find a min-
imum of 10 community researchers who could be trained and
supported to undertake research about substance use in their
communities. Eligibility criteria for community researchers
were deliberately low, because we wanted to allow for
findings to emanate from the research context and the
networks of these researchers. Eligibility criteria for commu-
nity researchers were that (1) they could recruit at least 10
respondents, (2) they participated in a nine-hour training to
recruit and interview respondents and to make interview
transcripts and (3) they demonstrated sufficient social skills
and willingness to learn about interviewing techniques.
Although finding community researchers was mainly the
community organisation’s responsibility, each project assist-
ant contributed significantly to finding community research-
ers apart from the community organisations. The search for
community researchers was extended by means of several
mailshots to locally embedded organisations, posters in public
places and personal contacts. Eventually, 17 Turkish and 10
Eastern European community researchers were recruited.
The main characteristics of the researchers are listed in
Tables 3 and 4.
Once recruited, the community researchers attended a
nine-hour training to administer semi-structured interviews.
During the training, particular emphasis was put on qualita-
tive research techniques, minimal awareness of substances,
drug types and effects, drug and alcohol legislation, and on
the study’s conceptual framework, aims and design.
Community researchers who finalised the entire training
were awarded a certificate in ‘‘Community Research and
Drugs’’, issued by Ghent University and the Universite´ Libre
de Bruxelles. Project assistants supervised the community
Table 3. Characteristics of the active community researchers with a
Turkish migration background.
Age Average: 37, youngest: 19, oldest: 54
Gender Seven women, six men
Education Seven highly educated, six attained secondary
educationa
Profession Six in permanent employment, two in tem-
porary employment, three unemployed,
two students
Motivation Seven professional and personal motivation,
three experience with use in the family,
three want to empower the Turkish com-
munity in dealing with substance use
Generation 10 second generation, 2 third generation, 1
first generationb
Origin Turkish migration backgrounds, with
migrated family originating from Emirdag,
Eskisehir, Izmir, Posof, Black Sea
Place of residence Boroughs of Ghent (5), Ghent: Brugse Poort
(2), Ghent: centre (2), Ghent: Tolpoort (1),
Ghent: Bloemekeswijk (1), Ghent: port
(1), outside Ghent (1)
aWe defined low education as not having completed secondary
education; and highly educated as having completed higher education
(bachelor’s or master’s degree).
bThird generation refers to the fact that grandparents migrated to
Belgium, Second generation refers to parents having migrated to
Belgium and First generation refers to CR’s themselves having moved
to Belgium (with or without parents).
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researchers by means of home visits and group supervision
sessions. The community researchers attended the training
and supervision on a voluntary basis. During the process of
data analysis, four and two community researchers from the
Turkish and Eastern European communities respectively
ceased the cooperation with the project assistants, which
slowed down the process of data collection.
Community advisory board
From each selected community organisation, we included a
group of stakeholders in the community advisory board.
These stakeholders were primary beneficiaries (i.e. commu-
nity stakeholders and key figures from the respective
communities), commissioners of drug services at local and
regional level, representatives of health services and outreach
workers, and some scholars. For practical reasons, the
community advisory boards for the Turkish and Eastern
European communities in Ghent were merged into one. It had
the advantage that the project assistants could compare
pitfalls and successes in the two sub-studies and adjust the
research process accordingly. This resulted, for example, in
the prolongation of the data-collection process and in
extending the pool of study participants through purposive
sampling (see infra). Moreover, the merging of both groups
reduced the time investment significantly for workers in
municipal services, as they only had to participate in one
community advisory board.
The community advisory board consisted of 15 members:
initially a delegate of the Turkish community organisations
(i.e. iwlp FZO-vl and iwlp CDF), a staff member of a youth
organisation, the municipal drug officer, a staff member of the
municipal outreach service, the president of a Muslim
organisation with expertise in mental health care, the
coordinator of the research project, the two project assistants
and a member of the Centre for Turkish Studies at Ghent
University. After the first meeting, the group was extended to
include an expert by experience and a staff member of the
municipal integration service. Later, a representative of the
Eastern European community organisation (i.e. iwlp Opre
Roma) and the coordinator of a homeless shelter (i.e. Huize
Triest) joined the community advisory board. Board meetings
were bi-monthly. The objective was to systematically verify
and adapt the research goals to the needs of the target
populations and service providers as well as to enhance
participation in the study among the organisations and
services involved.
Challenges and pitfalls
Collecting data in migrants and ethnic minorities is often
experienced as a difficult task for the ‘‘average middle-class
academic’’ (Van Buren et al., 2010). These risks were
primarily anticipated by implementing a CBPR model and by
working with community researchers. Furthermore, the
project assistants (first and second author) were hired based
on their previous experience in doing similar research. The
CBPR design allowed research assistants to stay in close
contact with the community researchers and to enrich data
collected in interviews with knowledge obtained during
training sessions, supervision and home visits. It also raised
awareness of the research topic in the community and other
organisations involved. The first author (project assistant in
the Turkish community) disseminated the research results and
recommendations in over 10 consultative assemblies con-
cerned with local health and welfare issues. Several attendees
proactively incorporated these recommendations in their
organisation by creating new partnerships to reach more
people with a migration background, or by installing a task
force to address these issues in their organisation.
The study design did, however, not eliminate all difficul-
ties. In order to build local capacity, foster mutual under-
standing and avoid unbalanced or exploitative relationships, it
is imperative to keep close contacts with a broad range of
community members (i.e. community researchers as well as
participants, community organisations and community advis-
ory boards).
Community collaboration
The community–academia partnership in this project primar-
ily consisted of project assistants collaborating with commu-
nity organisations (for recruiting community researchers and
giving input concerning the research questions) and the
community advisory board (for monitoring the research
process), and working with community researchers regarding
informed consent forms, finding respondents, and scheduling,
conducting and transcribing interviews. Initially, we intended
to include the community researchers in the data analysis
process, but since this would imply extra training for
community researchers, we abandoned this idea due to time
constraints.
Community organisations
Finding a suitable community organisation in each of the
targeted communities was not easy. Some organisations were
not keen on promoting a project concerning substance use,
because they did not want to strengthen stigmatisation of the
community on the one hand, and because they were reluctant
Table 4. Characteristics of the active community researchers with an
Eastern European migration background.
Age Average: 31, youngest: 26, oldest: 36
Gender Six women, two men
Education Seven highly educated, one attained secondary
education
Profession Three in permanent employment, four in alternative
temporary employment and unemployed, one
part-time student/part-time permanent
employment
Motivation Five professional and personal motivation, three
financial motivation
Generation Eight first generationa
Origin Six with a Bulgarian, two with a Slovakian migra-
tion background (two with Roma origin)
Place of
residence
Eeklo (2), Ghent: Ledeberg (1), Ghent: Sint-
Amandsberg (1), Ghent: Elisabethbegijnhof-
Papegaai (1), Ghent: Macharius-Heirnis (1),
Ghent: Rabot-Blaisantvest (1), Ghent: Muide-
Meulestede (1)
aThird generation refers to the fact that grandparents migrated to
Belgium, Second generation refers to parents having migrated to
Belgium and First generation refers to CR’s themselves having moved
to Belgium (with or without parents).
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to be associated with the topic of ‘‘substance use’’ towards
the members of their organisation on the other hand. As
mentioned above, the position of these (ethnic) community
organisations in society largely determines the role they can
play in this type of study. In this case, the community
organisations involved received limited to no structural
funding, which made it hard for them to engage in the
research project next to their priority tasks. The organisations
received a financial restitution (1500 EUR) for their collab-
oration in the project, but this appeared far too limited to
expect full collaboration. Eventually, we worked with three
community organisations (two Turkish and one Eastern
European organisation). Collaboration was limited to support
from these organisations for training and dissemination
purposes.
Community advisory board
Working with a community advisory board turned out to be
very useful in this project. The members’ expertise and
experience helped the project assistants in redirecting the
research questions and conducting purposive sampling to
reach subgroups that community researchers did not find (i.e.
heroin users). The members of the community advisory board
were regularly contacted individually regarding specific
questions of the project assistants. The issues discussed
during the community advisory board meetings were timing
of the project, content of the training, the interview guide,
study participants and dissemination of results.
Project assistants
The main task of the project assistant was to keep the
community researchers motivated as well as to support them
in optimising their interview skills and dealing with problems
they encountered (e.g. respondents that did not show up, or
who were high or not able to give appropriate answers). Each
community researcher experienced his/her own learning
process and displayed different preferences as to how to
deal with these issues. Some community researchers were
always present in group sessions, others preferred face-to-face
supervision while some avoided contact, because they did not
feel the need for support or because they had lost motivation
to participate in the research. It was further noticed that a
significant number of researchers underestimated the time-
consuming activity of transcribing interviews. Consequently,
the initial financial compensation was adapted: instead of
offering one fee per interview (150 euro) including transcrip-
tion, we subdivided payment in a fee for the audiotaped
interview and one for the transcription. By doing so,
community researchers could stick to conducting interviews,
in case they were not willing or did not have the time to
transcribe interviews. During the data collection process,
project assistants lost track of about one fifth of the
community researchers in the two populations. Some dropped
out because they had found full-time employment, others just
disappeared without explanation.
Contact moments between community researchers and
project assistants aimed at tracking the quality of interviews
and saturation of information. It was difficult to keep track of
the number and quality of interviews during the data
collection period, because some researchers were very fast
and others very slow in collecting data. Eventually, the data-
collection period was extended by two months because
not enough interviews were administered. This was mainly
due to the summer holidays, when many of the community
researchers and potential respondents from Turkish, Bulgarian
and Slovakian origin returned to their home country for a
long stay.
Co-ethnic researchers
Being interviewed by a researcher with the same ethnicity had
several advantages, despite some obvious disadvantages and
ethical concerns. First, community researchers have easier
access to co-ethnic participants, which enabled us to collect a
total number of 124 qualitative interviews in the Turkish and
Eastern European communities. It is unlikely that we would
have gathered a similar number of interviews, without the
help of community members.
Confidentiality concerns
Some participants, however, stated to feel more at ease talking
to someone neutral who can guarantee not to spread
information within the community. In closed communities
like the Turkish community in Ghent, individuals’ privacy
and confidentiality cannot be guaranteed by semi-professional
community researchers (Simon & Mosavel, 2010). Also, in
the current study one of the Bulgarian community researchers
was closely involved in the Bulgarian community profession-
ally as well as informally. She knew many Bulgarians who
qualified for and were interested in the research. About half of
these people insisted that she conducted the interview because
they trusted her, but others preferred she referred them to
another community researcher because she was too close to
them and their family and friends to discuss a taboo topic like
substance use.
Researcher bias
Co-ethnic researchers who are not involved in (illegal)
substance use appeared to have limited access to drug users
within their community. As a member of these communities,
co-ethnic researchers cannot guarantee that they are value-
free when it comes to the taboo subject of substance use. In
other words, when community researchers uphold this taboo
unconsciously and possibly stigmatise substance users, it
largely affects their ability to recruit participants as well as to
have an open conversation about the subject with co-ethnic
participants. This was the case for Turkish community
researchers, as this is a closely knit network in Ghent where
many people know each other and their families.
Data collection
Substance users are known to be especially hard to reach.
They are generally not very visible in the day-to-day life, at
religious activities and leisure activities such as sports and
cultural events organised by community organisations.
Moreover, in several cases, participants were under the
influence of substances at the time of the interview, used
cannabis during the interview, offered the community
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researcher to join them, or tried to keep the interview as short
as possible, because they wanted to use drugs. These
difficulties were anticipated with all community researchers
during the training. Still, some of the community researchers
got demotivated after several experiences of not being able to
interview potential respondents, because of these problems or
communication difficulties. Furthermore, they experienced
difficulties to find and meet participants, and to actually do an
interview. To do so, it appeared necessary to remain in close
contact and arrange an unequivocal appointment at a proper
date, hour and location. The most extreme example in this
sense was that of one of the Turkish community researchers
dropped out after finding herself in a dangerous situation
involving a person who threatened another one with a fire
weapon, while she was waiting to initiate the interview with
one of them.
Data quality
During the data analysis, it appeared that some concepts or
shared beliefs were not fully explained during the interview
and consequently were not always totally clear to the project
assistant analysing the data (e.g. ‘‘you know how these things
go’’, ‘‘you know what they say about that’’, etc.). Also,
although community researchers were involved in developing
the interview guide, they experienced difficulties using it
during the interview – possibly because it was too extensive,
and as they had to translate the questions into their mother
tongue. This was actually the first moment in the research
process where information could possibly get lost in transla-
tion, besides the moment when community researchers had to
transcribe the interviews and when project assistants had to
analyse the data. Additionally, when community researchers
did not transcribe interviews, they were transcribed by project
assistants who were less aware of the context in which the
interview took place. Nevertheless, regular contacts between
project assistants and community researchers allowed for
sorting out most of these issues during the data analysis
process.
Social norms and beliefs
Also, several participants put up a socially desirable image of
their substance use. In Eastern European communities, for
example, a considerable number of participants stated that
their use was not a problem (n¼ 45), as compared to a small
number that reported problem use (n¼ 17). Remarkably, the
majority of these non-problem users later said in the interview
that their friends and family do believe their substance use
was problematic. Furthermore, some of the community
researchers did not succeed in putting their own normative
systems and beliefs aside during the interview, which
obviously affected participants’ answers. For example, in
the Turkish community, all respondents mentioned during the
interview that substance use is ‘‘haram’’, forbidden in the
Islam. Respondents mentioned that they were ashamed and
withdrawn from their community because of their drug use,
but it was evident that in some interviews, community
researchers induced this type of negative judgement towards
the behaviour of participants.
Lastly, the shared feeling of belonging to a certain
community by community researchers and participants
implies differences in social positions, because researchers
were not substance users, possibly have better socio-economic
positions within the community, or rather complied with
shared religious norms.
Characteristics of respondents
Participants were recruited using ‘‘Respondent Driven
Sampling’’ (Heckathorn, 2011). Eligibility criteria for study
participation were (1) describing themselves as having a
migration background, (2) being 18–65 years old, (3) and
having experience of illegal substance use or episodes of
excessive drinking during the last year. Criteria were rather
open, because little is known about substance use in these
specific communities. This strategy allowed us retrospectively
to compare between opinions and experiences of problem and
non-problem users, to find out about related behaviour (e.g.
gambling and prescribed medication use) and to study why
community researchers only reached specific types of users
(e.g. the taboo surrounding substance use).
In the Turkish community, the snowball sampling strategy
helped to identify a relatively high number of female alcohol
users, as well as many prescribed medication users. However,
we were not able to reach primary heroin nor cocaine users
through snowball sampling, although the prevalence of this
phenomenon was reported by practitioners. In the Eastern
European communities, only alcohol, cannabis and cocaine
users were interviewed, while multiple cases of heroin use
were reported to the project assistant by the municipal
methadone substitution centre. The project assistants supple-
mented the study sample for this subsample by means of
purposive sampling.
Due to the involvement of two Roma Slovakian commu-
nity researchers, we did reach some respondents from the
Roma population. However, these interviews were of rela-
tively poor quality which limited conclusions about this
subsample. Also, we deduced from their life stories that some
of the participants with a Bulgarian migration background
were of Roma descent, but did not report this during the
interview. This may be due to the fact that Bulgarian
community researchers had no Roma background and the
stigmatisation of Roma people within Bulgarian communities
in Ghent persists.
The largest difference between Turkish, Bulgarian and
Slovakian respondents was that the former were much more
knowledgeable about available treatment options, while
Eastern European respondents were largely unaware of
these services. This is illustrated by the fact that seven
Bulgarian respondents and only one Turkish respondent asked
for help during the interview. These requests were dealt with
by the project assistants by referring them to appropriate
services.
Empowerment and ownership
This CBPR study could only engage and empower the
respective communities to a limited extent. This can be
explained by the primary objective in choosing this the study
design (to recruit study participants), limited financial
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resources as well as the short duration of the project (15
months). Community interventions and local need assess-
ments are useful to identify specific needs in specific
contexts, in order to respond and advocate swiftly. When,
for example a local treatment centre observes that it does not
reach a certain target group, it could opt to convey a survey or
fieldwork to grasp this treatment gap in order to fix it. This
type of participatory research is solution-focused and only
secondarily aimed at transferable results and/or research
methods. Therefore, its implementation in local, practice-
oriented research contexts has proven to be useful, but it is
arguably the best tool for understanding whether (treatment)
policies do or do not work for specific populations.
Several scholars have addressed the fact that a conceptual
framework is missing to consolidate the benefits of CBPR in
relation to community capacity. Consequently, no association
can be made between increased capacity and actual empower-
ment and ownership (Cargo & Mercer, 2008).1
However, the substantial dissemination potential that was
included in the research design allowed us to communicate
the results and recommendations to organisations involved in
local health, welfare and substance use issues and, conse-
quently, to introduce or prioritise this topic in policy agendas
and action frameworks. Also, throughout the research, most of
the community researchers communicated on several occa-
sions to project assistants that they gained more insight in
substance use related problems and specific issues in their
respective communities.
Discussion and conclusions
A CBPR model was implemented to study substance use and
service utilisation in migrants and ethnic minorities from
Eastern European (Bulgarian and Slovakian) and Turkish
communities in Ghent, Belgium. The research was policy-
oriented and grounded in the fact that migrants and ethnic
minorities are underrepresented in substance abuse treatment
services in Belgium (Blomme, 2016; Vandevelde et al., 2003)
and elsewhere in Europe (Fountain et al., 2004).
This CBPR model has the ambition to bridge the gap
between scientific research and policy-making and is aimed at
tackling health disparities in disadvantaged groups. Based on
the example of the Centre for Ethnicity and Health in London,
the CBPR-design was deemed appropriate for analysing
disparities in substance use service utilisation. Working with
community researchers allowed us to reach a considerable
number of respondents. Furthermore, the involvement of a
community advisory board facilitated the identification of
missing populations in the study sample and dissemination of
practise-oriented recommendations to treatment and welfare
organisations.
The greatest challenge in this process was to advocate for
the full participation of community researchers and organ-
isations in all stages of the research process (Simon &
Mosavel, 2010) due to both time and financial constraints.
Looking at the methodology of this study, we made
significant efforts to implement CBPR principles. However,
community researchers turned out not to be best placed to
conduct qualitative semi-structured interviews about this
topic. Despite a nine-hour training and intensive monitoring
by the project assistants, community researchers were not in
all cases prepared sufficiently to tackle the diverse difficulties
that are common in conducting this type of research. They
appeared insufficiently able to put their own normative
framework aside during the interview (e.g. sometimes
upholding stigma and taboo during the interviews) or to
keep up their motivation after dealing with problems inherent
to substance use research, such as respondents that did not
show up, asked for help or were under influence during the
interview. Community researchers also experienced some
difficulties finding interviewees outside their own peer groups
(Salganik & Heckathorn, 2004; Schonlau & Liebau, 2012).
As demonstrated in previous research (Simon & Mosavel,
2010), this form of ‘‘insider recruitment’’ resulted in the
underrepresentation of specific subgroups (e.g. cocaine and
heroin users) due to a selection bias on the part of the
community researchers. In addition, although community
researchers were involved in setting up the interview guide,
some did not feel completely comfortable using it and handled
it more like a questionnaire.
Also, the shared feeling of belonging between community
researchers and study participants often resulted in respond-
ents hiding information because of the fear of gossip. On the
other hand, certain statements were not explained clearly
during the interview because of a shared understanding,
which hampered the analyses by an ‘‘outsider’’ researcher.
The migration background of the participants in this study
was a substantial challenge for the data collection.
Ethnographic researchers such as Deutsch (2008) and
Hagedorn (2008) have pointed out that persons with a
migration background, certainly those involved in gangs
and/or substance use, are very sensitive as to how they are
perceived by others and are easily affected by discrimination
or stigmatisation.
A last difficulty concerned the back-translation of the
interviews. Co-ethnics have the advantage of conducting the
interviews in their mother tongue. However, this has – in
turn – the disadvantage of the need for back-translation
(Mosavel, Simon, Van Stade, & Buchbinder, 2005), which
seriously jeopardises ad verbatim transcription as well as rich
linguistic description (Winchatz, 2006).
These considerations bring us to the very core of
ethnographic fieldwork. Whereas ethnographers in classic
anthropological studies generally defend the idea of getting as
close as possible in touch with the study population while
safeguarding an outsider research position (see e.g.
Malinowski), current ethnographic researchers question the
degree to which these insider/outsider and in-group/out-group
perspectives influence the quality of data. Being an insider as
well as being an outsider has its advantages in specific
research contexts. For example, Bucerius (2013) has, as a
young female German researcher, been capable of getting
quite close into the lives and beliefs of male Turkish-German
drug dealers. Berliner (2008), in his turn, argues that his data
collection in female populations was not affected by his male
gender.
Each research setting should be assessed specifically for
the potential influence of the researcher on the research
participants. In some cases, over-identification, value con-
flicts, behavioural norms or power relations will jeopardise
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the quality and objectivity of the data, while in other settings
these issues will be of no value or could turn into advantages.
To nuance the insider–outsider debate, Carling, Erdal, &
Ezzati (2014) identify five types of ‘‘third positions’’ that
deviate from the archetypal insider–outsider dichotomy in
migration research, namely: explicit third party, honorary
insider, insider by proxy, hybrid insider–outsider, and appar-
ent insider. Within this framework, Bucerius (2013) can be
described as a ‘‘proxy’’ insider (i.e. a researcher who acquires
an insider position during her fieldwork), while community
researchers in this study were apparent insiders because they
belonged to the same ethnic group but did not belong to the
‘‘group’’ of substance users (i.e. which is often stigmatised
within the wider ethnic group).
The CBPR design was aimed at capacitating communities
in effecting social change. The usefulness of this model in the
current research context was imputed by the fact that migrants
and ethnic minorities are hard-to-reach groups for the average
middle-class academic, as well as by the fact that local needs
assessments in this tradition have proven to be useful in
defining and tackling specific needs in vulnerable groups such
as some people with a migration background (Castro &
Alarco´n, 2002). However, the context in which this research
took place, did not allow us to remain loyal in all aspects to
the rationale of the pursued study design. More specifically,
serious difficulties were encountered in involving the target
groups in all phases of the research cycle and, consequently,
to enhance true engagement and agency. Also, the timeframe
of the research, limited availability of project assistants (1.5
FTE), and funding of community organisations and research-
ers hindered the implementation of the CBPR model.
In conclusion, working with ethnic community organisa-
tions is often problematic as it entails focussing on one
specific ethnic group, while in a relatively small city like
Ghent, for example, no less than 157 different nationalities
live together. To enhance access to substance abuse treatment,
it might therefore be more useful to involve locally embedded
community organisations like local health care centres that
are contacted by the majority of the residents of a specific
neighbourhood, instead of ethnic community organisations.
Participatory research in such local community organisations
could create a win–win situation both for the neighbourhood
and the centre since it will facilitate assembling a local
community advisory board, engaging local people in the
research as well as sustainably bringing about change in the
organisation.
Lessons learned
Engaging communities in both tackling and studying unequal
social outcomes, is quite complex. The combination of trying
to overcome and to disentangle the social mechanisms
underlying these disparities has proven to be difficult in
several ways. The engagement of community members and
community organisations is not value-free: each of the actors
is involved in this project with different ambitions (e.g.
changing the community rather than studying it, earning some
extra money, making scientific analyses, etc.) and precon-
ceptions (e.g. pejorative understanding of substance use).
These notions and ambitions do not align well with the
ambition of social sciences and policy-oriented research,
which was clearly the case in this study.
Future CBPR should include not only ethnic, but also
locally embedded welfare organisations and should invest in
appropriate funding for community organisations to be able to
take on structural tasks in the research process. Community
researchers too, need to receive fair remuneration for their
engagement in the research. Furthermore, their willingness to
engage and the extent of their engagement should be well
defined before starting the data analysis, for example by
jointly agreeing on how and how frequent follow-up of the
community researchers by the project assistants will take
place. Additionally, sufficient training and support is needed
for the type of work they will be doing (e.g. recruiting,
scheduling, conducting and transcribing interviews).
Retrospectively, a nine-hour training appeared not sufficient
in this research and specific topics such as snowball sampling,
neutral approach to respondents and dealing with requests for
help during the interview, were not dealt with sufficiently
during the training. Project assistants were able to redirect and
motivate a considerable amount of community researchers
when dealing with these issues during data collection, but
because of time limitations this was not always possible.
The question remains: can the objectives of tackling and
studying social disparities be combined in CBPR? Can the
implementation of an intervention be combined with the
scientific and systematic study of a social situation? Based on
this study, we are inclined to answer this question negatively.
Although we agree with Patel (2000) that community
engagement and participatory policy-making need to be
encouraged in community organisations and local govern-
ments and can inform evidence-based policies at organisa-
tional level, it might not be the best tool for studying the issue
of service inequalities at societal level. Working with co-
ethnic informants from all layers of society (as opposed to
only working with key stakeholders from the communities) is
most useful in this type of research, but involving them as co-
researchers turned out to be problematic.
Participatory research in the area of substance use and
service utilisation aimed at enhancing accessibility of services
for people with a migration background would benefit from
working with co-ethnics as partners and informants, including
research at service provider level, and combining various
qualitative methods (interviews, participatory observations
and other fieldwork). It should be accompanied by a review of
interventions to uncover what works, for whom, and in
which context (Pawson, 2006), so that the focus is not only
on migrants and ethnic minorities but also on service
providers.
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Note
1. Noteworthy mentioning is the research of Cacari-Stone et al. (2014)
in measuring the degree in which CBPR designs lead to
increased partners brokerage of research findings to reach a
policy audience.
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